MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~Z62-045337

DEPARTMENT OF PUBLIC MEALTH AND WELFARE

-

STATE FILE NUMBER

Regi: i istri  mmm——————
DO NOT WRITE AMENDED egistration District No

ON THIS STUB

1. PLACE OF DEATH = 2. WSUAL RESIDENCE {Where decoased lived. If institution: Residence bafore
a. COUNTY Cooper . ’ a. STATE [ ggourd COUNTY G4 . Jonig edmission)
b. C(IJ];( {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CCELY {naide Limits
own  Boonville TWSP . Dr:-ving +hrof h TOWN St. Louis YesX] No [
c. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET 3957 Utgiﬂnxidu, give locstion)} Rezide on Farm

HOSPITAL OR, . ADDRESS
INSTITUTION Hiway 70 Yes 11 NGO Yes O No BB

V5 300
Rev. 4/59

1
L2 70
22/69

2 3. #AME OF DE)CEASED Firat Middte Last 4, Dé\;I'E Month Day Year
ype of print . . . .
John DJedrich Eilers vean December 29 1962
5. SEX &. COLOR OR RACE 7. Married [0  Never Married B [a. DATE OF BIRTH | & AGE (last birthday) [ IF UNhDER 'DVEAR l: UNDER 24 HR
. i i M i,
]\,’Iale h’hlte Widowed [] Divorced [ Jan . 18 , 19 40 22‘ onths ays I ours I Min
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
duri t ing_ life, if retired o :
uring msaoj_vgglﬁ?a:ﬁ even if retired) ,??,; ut. Louls , MO. USA
13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John F. FEilers. Blde-Stwesser ———

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIAl SECLIRITY N 17. INFORMANT Address
i d f I ™
{Yes, nnTJBJnknown)I (If yes, glveﬂw_:r:r ates of zarvic J Ohn P, Ellér‘s ,. LO‘lll; , r]’o .
18. CAUSE OF DEATH {(Enter only one tause per line fl INTERVAL BETWEEN
Q T AND H

PART 1. DEATH WAS CAUSED BY: W W
IMMEDIATE CAUSE (a)
Conditions, if any, DUE TO (b) }_—L—ﬂm ) W
which gave rise to v

above :':use d(o). /

stating the under- W

lying cause last. DUE TO () - M Q

PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBU'IING 1O DEATH but not related to the terminal PART Ili. If dececased was female was
disease condition given in PART | (a) there a pregnancy in last 90 days.

l[:] Yes I 3 Na I O Urnknown

19. WAS AUTOPSY }0.. AccEgy SUICIDE . HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? O a : —

YEs [J NO ] W’“"-MWL

20c. TIME OF Hou Month, Day, Year VvV

ey, /AT

- INJURY QCCURRED “20s. PLACE OF INJURY (0.9, in &rdabout l)lomn, 20f. CITY, TOWN, OR LOCATION _ €0 fsTate
© WHILE AT WCRK [J { facm, facto meer, office etc,
NOT WHILE AT WORK > MJ_‘_{

her
21. | attended the deceased fro last saw hum alive on

Death occurred st 3 m on the date stated above, and to the best of my knowled\qe, from the cauvses stated.

IBs teiserer 8 Wiy, 2 )Y %%

Z3a. BURIAL, CREMATION, [ 23b. Dﬁfﬁ 23c. NAME OF TERY OR CREMATDRY 23d. LOCATION {City, town, or county) {srate
Removabinc  Dec.29,1962 M@eﬁ,‘&a&ﬁ ﬁm;m.‘ St. Louis County, Mo.

24. FUNERAL D!RECTOR ADDRESS 25. DATE RECD. ‘Y CAL REG. 24, EGISTRAR'S BIGNATURE
Grodrman Bollen 3 ovre b Ho| )2-25—~
4 Vd /

{Licensed tmbalmer s Statement on Raverse Side)

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDIEAI. CERTIFICATION

‘Y
-
4

£y

USE BLACK INK

TYPEWRITER RIBEON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
, Student Embalmer No.___

or by

working under my personal supervision.
Licensed Embalmer No. 4539

p.O. Address__Boonville, Mo,

Signed

Student
Signature of Stedent Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

“If this body is not embalmed, fact should be so stated above.
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